Introduction. A 20-month quality improvement project was undertaken in order to improve the patient admission process at a 350-bed French public psychiatric hospital. In addition to improving the quality of patient admissions, the project was expected to increase the expertise of quality improvement team members.
The patient admission process at a 350-bed psychiatric centre only two of the six medical departments. Previous studies (unpublished work) had shown similar defects in the adwas subject to complaints by both inpatients and outpatients. The hospital took the opportunity to respond when the mission process for all departments.
This was the first in a series of such projects anticipated French Health Ministry offered it one of 37 awards to implement a continual quality improvement project (QIP). at this hospital. It was therefore considered very important that the people involved should develop a shared vision. This The French Agency for Accreditation (ANAES) manages all such projects with the aim of establishing ways to create was explained in detail to medical, nursing and administrative managers and their voluntary participation was requested. As change by working together, rather than through radical reorganisation. Because the ANAES takes the view that the admission process is similar for all departments, everyone concerned was informed that changes resulting from the QIP hospitals should undertake learning exercises before implementing extensive projects, it was decided to include would be extended to the entire hospital. 
The literature contains very little information about how

Methods
Prepare meeting reports Allow other team members to speak ANAES experts were available to help team members, but Put their own views forward allowed them complete freedom with regard to the goals Respect the arguments of other team members they defined and methods and tools they used. The problem Agree on a decision-making process and abide by it solving approach suggested by ANAES [1] was considered
Criticise the project only with other team members insufficiently detailed in parts. The team therefore also made use of additional published techniques [2] [3] [4] [5] . Basic tools adopted included: brainstorming, flow-charting, data collection based on the 'five W' method (who, what, where, when, why) and histographic presentation of the data. Three parameters were defined by which to assess improvements in the admission process: (i) percentage of patients going through the admission department (ii) percentage of patients entering hospital by long-standing arrangement who experienced no delay in admission formalities and (iii) percentage of patients whose admission was not predetermined but still anticipated who experienced no delay in formalities.
The project team consisted of two physicians, three heads of nursing, one senior manager, one member of the admission staff and one secretary. A pharmacist acted as internal facilitator and an assistant provided secretarial help. Two-hour sessions were convened as required, mostly at the beginning of the project. The final quarter of each session was devoted to self-assessment of teamwork.
All team members were aware of the importance of the QIP for the hospital and accepted the need to work towards Figure 1 Theoretical admission process proposed by the improving quality. The importance of assessing progress was quality improvement project team of the Jury Hospital. also acknowledged.
In order to develop and assess team expertise, the facilitator used the method proposed by Hartzler and Henry [6] , in very helpful. An external facilitator was brought in twice in which the following four items were scored on a scale of order to help resolve confusion. 0-10: (i) customer needs and expectations; (ii) contribution of the team to the internal strategy for quality improvement; (iii) understanding of the methodology; and (iv) accountability. Results A score of < 3 reflects beginner level, [ 3 to < 6 intermediate and [ 6 expert. Depending on the expertise level Two of the six medical departments at the hospital and the identified, appropriate tools were used to increase team admissions department took part in the QIP. The project effectiveness. For example, team members were asked to took 20 months, 5 months longer than stipulated by ANAES. work on shared values or trained in how to negotiate ground The organisation was satisfied, however, because imrules. Expertise was assessed before and after implementation provements were made. of corrective actions.
Adherence to a mission statement elaborated during the Qualitative results first working session (Table 1) was determined by scoring each of the nine items on a scale from 0 to 10 at the end of During an initial 8-week review (246 admissions; mean per week=30.75±10.91), information was gathered about the each session. After two working sessions, attention focused on the two items with most room for improvement.
number of admissions, the day and hour on which they took place, and whether the admissions department was involved. In addition to team meetings, every 4 months ANAES invited managers of this and other projects to present sum-Reasons for direct admission to the clinical ward were sought. Figure 1 presents the theoretical admission process used as maries of their progress. Discussions at those meetings were Figure 3 Reasons for patients failing to go through the admissions department of the Jury Hospital (2-week study).
few cases in which emergency was a factor. Another factor Figure 2 Flowchart of a segment of the admission process revealed by the investigators was that the admissions building of the Jury Hospital before reorganisation.
was very inconvenient for patients as there was no confidentiality and seats were not provided. Furthermore, the computerized system was troublesome for staff members, who had tasks other than admission to fulfil. Staff took the a basis for brainstorming a realistic flow chart. Figure 2 illustrates one aspect of the admissions procedure of the view that a manual process was preferable (the team therefore asked admissions staff to conduct a 6-week experiment in hospital prior to reorganisation. It was noted that considerable time was wasted because of a lack of trust and communication which they computerized data immediately when faced with a patient entering hospital by long-standing arrangement; the between admissions staff and nursing staff (for example, both admissions and nursing staff completed the admission form). objective was to take a first step toward improving the quality of admission by having the files ready). Given that fewer than 20% of cases conformed to the theoretical admissions process, it was perhaps not surprising that patients experienced delays of approx 72 hours before Stage 2
The pattern of the admission form was thought to be at obtaining hospitalisation forms.
Analysis of the data revealed a major shortcoming to be fault. the failure of admissions staff to enter patient details into the computer on presentation; instead, they made notes on Stage 3
Failure here was related to patient information labels. Thepaper first and waited until they had several files to input. It was also shown that large numbers of patients entered and oretically, it was possible to obtain two kinds of label: a big one to stick on the medical file and smaller ones to stick on left the hospital in accordance with an established pattern well known to the patient and to medical and nursing staff. prescription forms, lab tubes, etc. Unfortunately, big labels did not contain the information needed by nursing staff, and For example, a patient might live alone from Monday to Friday but stay in the hospital from Friday evening to small ones took 24-72 hours to obtain.
Because it was not possible in the context of this project Monday morning. In such cases of sequential predetermined hospitalisation, there should be no problem with preparing to request a new admissions building, implementation of short-term corrective action was called for. Admissions staff the admission in advance.
Root causes of failure at each stage of the theoretical agreed to prepare in advance admission formalities for patients entering hospital by long-standing arrangement, and physadmissions process are shown in Figure 3 and described below.
icians and nurses in the team thought it would be possible to ask their colleagues to educate patients about presenting at the admissions department. Thanks to the project, admissions Stage 1 Because of low staff numbers, the admissions department staff and nursing staff began to communicate productively with each other. was not open 24 hours a day. Furthermore, as the team had hypothesized, patients entering hospital by long-standing This analysis led the team to propose some very simple corrective actions to be implemented in two steps: (i) to arrangement rarely (59%) went through the admissions department. Reasons for this included: (i) health care personnel reorganize the admissions process for patients entering hospital by long-standing arrangement on the basis of co-operoutside the hospital, particularly physicians, asking patients to present directly to the ward; (ii) staff providing information ation between clinical wards and the admissions department;
and, if that proved effective; (ii) to reorganize admission of at the hospital entrance failing to tell patients to go to the admissions department first; and (iii) patients knowing the patients for whom hospitalisation is not pre-determined but foreseen (taking account of the need to educate physicians, hospital well enough to go directly to the ward. There were nurses and other hospital staff ). Figure 4 illustrates the and expectations' score from beginner (2.9) to intermediate (5.7). proposed timing of corrective actions.
Quantitative results
Discussion
A further 8-week review was conducted after corrective action was taken. This occurred during the last 2 months of the The present results are encouraging, but the limitations of project. As the results shown in Table 2 illustrate, simple this work should not be overlooked. As noted above, team modifications led in practice to important gains: the admembers initially knew little about quality improvement missions department throughput, corresponding to the theormethods, but they were senior managers and were not resistant etical process described in Figure 1 , doubled from 20% of to change. It will be soon necessary to work with other cases to 40%. Admission formalities were completed without members of staff whose personal gain may take longer to delay for all patients entering hospital by long-standing arbecome apparent. This must be kept in mind when assessing rangement, and 45% of those for whom hospitalisation was team progress. not pre-determined but foreseen.
As shown in Table 3 , QIP was time consuming and it Workload linked to the project was estimated to be 728 seems reasonable to conclude that working with only two hours (Table 3 ). This point is discussed below. Five months departments and then extending the findings to the entire after the formation of the team, the score for the two items organisation was more efficient than working with all the of the mission statement with most room for improvement departments at once. It is important not to waste the conincreased as follows: 'respect the arguments of other team siderable workload involved in a QIP, and there are two members', from 6.5 to 7.4; and 'put their own views forward', aspects to achieving success: first, to improve working pracfrom 6.4 to 8.6. A comparison of expertise levels before and tices and, second, to bring about gains in the culture of the after the QIP also demonstrated improvement (Student's T organisation concerned. Appropriate and proven methods Test, Table 4 ) according to results from the Hartzler and must be used to determine whether those goals have been Henry method [6] . Before the project, the team was already reached. expert for 'contribution of the team to the internal strategy ANAES experts visited the hospital (as they did for other for quality improvement' and 'understanding of the method-QIP teams) at the end of the project to ask about its strengths ology'. Nevertheless, there was a statistically significant imand weakness and what team members had gained personally provement in scores from 6.4 to 7.2 and from 6.0 to from it. Perceived strengths of the QIP were (i) the subject 6.5, respectively. The 'accountability' score improved from intermediate (5.5) to expert (6.7), and the 'customers' needs studied (which was seen as very important for the Contribution of the team to the internal strategy for quality improvement 6.4 7.2 < 0.01 Understanding of the methodology 6 6.5 < 0.04 Accountability 5.5 6.7 < 2×10
−5
organisation) (ii) use of an appropriate method (iii) the mission planned and followed through and (vii) the support of ANAES. Weaknesses identified were (i) the head of the statement (iv) the high level of expertise among team members (v) the legitimacy and the neutrality of the internal facilitator admissions department was not included in the team and (ii) lack of shared vision about quality in the entire organisation. (vi) that the problem-solving agenda had been systematically Team members gained from (i) learning about quality im-ANAES (Hospital Evaluation Department). The authors are very grateful to Doctor Georges Maguerez (Director of provement methodology; (ii) learning about the work of other hospital staff; (iii) communication between different College Maurice Galloüen) who was very close to the project's development. departments and (iv) the realisation that quality control is at the heart of senior management.
